Proc. R. Soc. Med. Volume 60 May 1967 26 becomes a deeply ingrained habit which they find difficult or impossible to break. It results often in the continued passage of liquid stools which may give rise sometimes to an extreme potassium depletion even with episodes of coma. The barium enema in this patient, as in others, showed loss of haustration, considerable variation in the size of lumen and pseudostrictures.
Perforated Large Bowel Carcinoma in Late Pregnancy (Two Cases) Anthony G Nash MB FRCS (Southampton General Hospital)
Case 1 Woman aged 38 The patient's fifth pregnancy was proceeding normally until approximately thirty-eight weeks, when she had a slight rectal bleed on defiecation. A few days later, she experienced the gradual onset of colicky pain in both groins. This pain continued for six days before her admission to hospital. She vomited only once. She had no bowel action for seven days. On admission, she was found to be pyrexic, temperature 100-40F; sweating; pulse rate 120/min; blood pressure 140/90. The uterus was enlarged commensurate with a forty-week pregnancy and the rest of the abdomen was tender and silent on auscultation. X-ray showed gaseous distension of small and large bowel. Artificial rupture of the membranes was carried out and an hour later an 8 lb live boy was born. After delivery the patient continued to complain of lower abdominal colic, the pulse rate was still elevated and a mass was then palpable in the left iliac fossa. Thirty-six hours after delivery her condition suddenly deteriorated, she became cold and hypotensive. At laparotomy, generalized peritonitis was found from a ruptured pelvic abscess; this was drained and the patient recovered. Some three weeks later a mass was still palpable rectally and a biopsy showed it to be an adenocarcinoma of rectum. Abdominoperineal excision of the rectum and total hysterectomy was carried out as the growthwasfound to be invading the cervix. She made an uneventful recovery and remains well three years later.
Case 2 Woman aged 28 This was her second pregnancy. During her first, two years before, she complained of severe lower abdominal colic and vomiting. These symptoms occurred in the last few weeks and settled down after delivery. Over the next two years, she suffered repeated attacks of left iliac fossa pain and vomiting, each lasting a few days and settling down. During this pregnancy, all went well until thirty-two weeks, when she experienced lower abdominal colic which localized to the left iliac fossa. This continued for ten days, getting gradually worse and she began to vomit. She had no bowel action for four days. On examination, she was distressed; pyrexic, temperature 101°F; tachycardia 1 0/min; blood pressure 120/70. Her uterus was enlarged about thirty-four weeks and the rest of the abdomen was tender with guarding and silent on auscultation. X-ray showed free gas in the peritoneal cavity and laparotomy was carried out. A fmcal peritonitis was found, with leakage from a mass in the sigmoid colon. This tumour was exteriorized. The patient recovered, and spontaneously delivered a premature 3 lb baby twelve hours later, which died the same day. Three weeks later, resection with end to end anastomosis was done, the tumour proving to be an adenocarcinoma. Recovery was uneventful.
Discussion
Many reports of rectal and colonic carcinoma occurring in pregnancy appear in the literature, the first being in 1835. These early reports were concerned mainly with the obstetric problems of delivering the foetus in the presence of a pelvic tumour. Greenhalgh (1866) describes a Cesarean section done under an ether spray on a woman with obstructed labour from a rectal carcinoma. Interest in this subject lies in two effects, that of the pregnancy on the carcinoma and that of the complications of the carcinoma on the management of the pregnancy. Warren (1957) came to the conclusion that pregnancy does not adversely affect the course of carcinoma of the rectum. Our two cases illustrate one of the complications of large bowel carcinoma, perforation with faecal peritonitis, occurring in the late weeks of pregnancy. No similar cases could be found in the literature. The problem is initially one of diagnosis: in Case 1 it was thought that early labour was causing her pain and in Case 2 a psychiatric background was confusing. Abdominal examination in the presence of a gravid uterus is not easy. Once the seriousness of the condition is diagnosed, there are two possible plans of action: if the pregnancy is sufficiently advanced, labour can be induced, the uterus emptied and the colonic condition treated in the much easier operating conditions thus afforded; if, however, the patient's condition is too poor or if she is not yet at full term, operation must be done in the presence of the gravid uterus; in these circumstances resection is very difficult and I think exteriorization is the only possible treatment. Cesarean section via an infected peritoneal cavity seems very unwise and would appear to be indicated only if a perforated rectal carcinoma obstructs vaginal delivery.
